1. Introduction {#sec1-ijerph-16-01529}
===============

Chronic obstructive pulmonary disease (COPD), a lung disease characterized by persistent airway obstruction \[[@B1-ijerph-16-01529]\], is a serious public health problem worldwide \[[@B2-ijerph-16-01529]\]. Complications due to COPD was the third leading cause of death in China since 1990 \[[@B3-ijerph-16-01529]\]. Chronic lower respiratory diseases was the third leading cause of death in the United States (U.S.) since 2008, and COPD is the primary contributor to mortality caused by chronic lower respiratory diseases \[[@B4-ijerph-16-01529]\]. Cancer and heart disease were the leading causes of death in the U.S. and China \[[@B5-ijerph-16-01529],[@B6-ijerph-16-01529],[@B7-ijerph-16-01529],[@B8-ijerph-16-01529]\]. In 2017 alone, COPD caused 965.9 thousand and 169.3 thousand deaths in China and the U.S, respectively, accounting for one-third of the COPD deaths worldwide \[[@B9-ijerph-16-01529]\]. Although COPD mortality has shown a decreasing trend in China over the past 25 years, COPD mortality in China in 2017 was still higher than that in the U.S. \[[@B9-ijerph-16-01529]\]. Given the huge health burden caused by the disease, we need to urgently investigate the root causes of the trends in COPD mortality.

Previous research on COPD in China and the U.S. has mainly focused on its prevalence \[[@B10-ijerph-16-01529],[@B11-ijerph-16-01529]\] and risk factors \[[@B12-ijerph-16-01529],[@B13-ijerph-16-01529],[@B14-ijerph-16-01529]\], while a few researchers have also looked at long-term trends in COPD mortality \[[@B15-ijerph-16-01529],[@B16-ijerph-16-01529]\]. However, these studies were not age-adjusted, and none of them analyzed the reasons behind the long-term trends in COPD mortality in China and the U.S.

To address these limitations, this study aimed to investigate the long-term trends in COPD mortality in China using data from the Global Burden of Disease Study 2017 (GBD 2017) and explore the age, period, and cohort effects independently by sex under the age--period--cohort (APC) framework. By making a comparison with the U.S., we could find possible shortcomings in the prevention of COPD in China and learn from the advanced experience in reducing COPD mortality in the U.S.

2. Materials and Methods {#sec2-ijerph-16-01529}
========================

2.1. Data Sources {#sec2dot1-ijerph-16-01529}
-----------------

This study applied the latest data from GBD 2017, which provides a comprehensive assessment of age- and sex-specific mortality for 282 causes of death in 195 countries and territories from 1990 to 2017 \[[@B17-ijerph-16-01529]\]. The study used five data sources to gather information about causes of death, and the data for COPD mortality were mainly extracted from two sources: the disease surveillance points system and the cause of death reporting system \[[@B18-ijerph-16-01529]\]. In the GBD program, data was reported based on the 9th and 10th revision of the International Classification of Disease (ICD). Age-standardized mortality from COPD in China and the U.S. were based on the GBD 2017 global age-standard population. GBD's Cause Of Death Ensemble modeling (CODEm) tool was used to estimate COPD mortality more precisely, and the smoking prevalence, cigarettes per capita, proportion of population exposed to household air pollution, mean exposure to ambient particulate matter from outdoor air pollution, scale of the combined exposure to risks for COPD, and the Socio-Demographic Index (SDI) were included in the model as covariates \[[@B19-ijerph-16-01529]\].

2.2. Statistical Analysis {#sec2dot2-ijerph-16-01529}
-------------------------

The APC model is a common sociological, demographic, and epidemiological model and is used to assess the age, period, and cohort effects independently on disease incidence and mortality rate. The three different time-related variations on disease incidence and mortality rate are distinguished in the APC model \[[@B20-ijerph-16-01529],[@B21-ijerph-16-01529]\]. Age effects relate to variations associated with different age groups and represent age-related developmental changes and accumulation of exposures. Period effects are variations over time periods that affect all age groups simultaneously and represent changes in medical and diagnostic technology, disease classification, culture, and economy that are unique to a particular time period. Cohort effects relate to changes across groups of individuals who were born around the same time and represent early-life exposure to socioeconomic, behavioral, and environmental factors.

The application of the APC model has been plagued by multicollinearity problems since it was first proposed by Mason in 1973 \[[@B22-ijerph-16-01529]\]. The APC model can be considered essentially as a multiple regression model with the following expression: where X~1~, X~2~, and X~3~ denote the age, period, and cohort, respectively, and M denotes the corresponding COPD mortality rate. α, β, and γ denote the coefficients of age, period, and cohort effects, respectively, as estimated by the APC model, while μ denotes the intercept and ε denotes the random error.

According to the definition of X~1~, X~2~, and X~3~, it is obvious that X~1~ = X~2~ − X~3~. This means that there is multicollinearity on variables X~1~, X~2~, and X~3~, and so we cannot get a uniquely determined solution in the APC model. In 2004, Yang first proposed the intrinsic estimator (IE) method to solve the multicollinearity problem of the APC model \[[@B23-ijerph-16-01529],[@B24-ijerph-16-01529],[@B25-ijerph-16-01529]\]. The IE method expresses the APC model equations in the following matrix form: where Y denotes the logarithm of COPD mortality by age, period, and birth cohort; X denotes the design matrix; and b denotes a vector composed of the age, period, and cohort effect coefficients.

The dimension of the design matrix is the full rank minus one due to the multicollinearity problem of age, period, and birth cohort. Therefore, according to the knowledge of linear algebra, the solution set P of Equation (2) can be expressed as a direct sum of N and Θ: where the one-dimensional solution set N can be written as {tB~0~} and has X∙tB~0~ = 0. It is obvious that B~0~ is completely determined by the matrix X. For an arbitrary solution, b \^ of the APC model can be written as follows: where B is a uniquely determined solution of the APC model, that is, an IE solution of the APC model.

To estimate the age, period, and cohort effects of COPD mortality using the APC model, age-specific COPD mortality rate was grouped into consecutive five-year periods from 1992 to 2017 and successive five-year age groups from 40--44 years to 75--79 years. The occurrence of death from COPD in the population aged under 40 years is rare and therefore not included in this study. The population aged over 80 years is recorded as one group in the GBD database. As this does not satisfy the data format of the APC model \[[@B21-ijerph-16-01529],[@B23-ijerph-16-01529]\], they were also not used in this study. The data on COPD mortality from 1990 to 1991 was not included because it was not enough for a five-year period.

The coefficients of age, period, and cohort effects estimated by the APC model cannot be explained directly; therefore, we calculated the relative risk (RR) to help explain the age, period, and cohort effects independently on COPD mortality. Taking the age group 40--44 years old, the period 1992--1996, and the birth cohort 1913--1917 as reference groups, we calculated the difference in parameter estimations between other groups and the reference group, and the exponent of the difference was taken as the corresponding RR value. In this study, APC analyses were implemented using the Stata 12.0 software (StataCorp, College Station, TX, USA). In addition, we took a Wald test on the results of the APC model and considered *p* \< 0.05 as statistically significant. The Akaike information criterion (AIC), the Bayesian information criterion (BIC), and deviance were used to check the degree of model fitting.

3. Results {#sec3-ijerph-16-01529}
==========

3.1. The Overall Trends in COPD Mortality in China and the U.S. {#sec3dot1-ijerph-16-01529}
---------------------------------------------------------------

Trends in the crude mortality rates (CMRs) and the age-standardized mortality rates (ASMRs) for COPD by sex in China and the U.S. from 1992 to 2017 are shown in [Figure 1](#ijerph-16-01529-f001){ref-type="fig"} and [Figure 2](#ijerph-16-01529-f002){ref-type="fig"}. From 1992 to 2017, the CMRs of COPD showed a downward trend in China but showed an upward trend in the U.S. The ASMRs of COPD in China showed a significant downward trend from 1992 to 2017, while the ASMRs changed little from 1992 to 2017 in the U.S. In 2017, Chinese males had the highest ASMR, followed by Chinese females, U.S. males, and U.S. females.

3.2. The Variation in Age, Period, and Cohort on COPD Mortality {#sec3dot2-ijerph-16-01529}
---------------------------------------------------------------

Trends in the age-specific mortality rates from COPD by sex in China and the U.S. from 1992 to 2017 are shown in [Figure 3](#ijerph-16-01529-f003){ref-type="fig"}. In both countries, age-specific COPD mortality showed a similar pattern of exponential increase with age. For the same age group, the age-specific COPD mortality showed a downward trend with period in China, and this trend was more significant in the older age groups. Unlike China, the age-specific COPD mortality changed little with period in the U.S.

The cohort-based variations in age-specific COPD mortality are shown in [Figure 4](#ijerph-16-01529-f004){ref-type="fig"}. The COPD mortality is plotted in log scale in order to more clearly show the impact of cohort in lower age groups. For the same age group, age-specific COPD mortality rates in China showed a downward trend with the birth cohort, and this trend was more significant in the older generation. For U.S. males, age-specific COPD mortality rates decreased slightly with the birth cohort overall, while the age-specific COPD mortality increased first and then decreased with the birth cohort for U.S. females. However, the cohort in this study spanned 65 years, and the age and period effects on COPD mortality were confounded, meaning the cohort effects could not be shown independently. As a result, we needed to use the APC model to assess the age, period, and cohort effects independently on COPD mortality.

3.3. The Age, Period, and Cohort Effects on COPD Mortality {#sec3dot3-ijerph-16-01529}
----------------------------------------------------------

The age RRs of COPD mortality in China and the U.S. are displayed in [Figure 5](#ijerph-16-01529-f005){ref-type="fig"}. After further curve estimation, we found that the RRs of age effects in China and the U.S. followed exponential distributions (*R^2^* = 0.9953 for Chinese males, *R^2^* = 0.9935 for Chinese females, *R^2^* = 0.9795 for U.S. males, *R^2^* = 0.9708 for U.S. females).

The period RRs of COPD mortality in China and the U.S. are displayed in [Figure 6](#ijerph-16-01529-f006){ref-type="fig"}. In China, the period RRs showed a downward trend for both sexes, whereas they showed an upward trend for both sexes in the U.S.

The cohort RRs of COPD mortality in China and the U.S. are displayed in [Figure 7](#ijerph-16-01529-f007){ref-type="fig"}. The cohort RRs in China and the U.S. showed a downward trend with the birth cohort overall. The downward patterns of cohort RRs differed between China and the U.S. but were similar between males and females for the same country. The downward trend in cohort RRs in China slowed down in the cohorts 1948--1952 and 1963--1967, while it slowed down in the cohorts 1953--1957 and 1958--1962 in the U.S. The estimated coefficients; RRs of age, period, and cohort effects; the *p* values; AIC; BIC; and deviance are all shown in the [Appendix A](#app1-ijerph-16-01529){ref-type="app"}.

4. Discussion {#sec4-ijerph-16-01529}
=============

COPD is the third leading cause of death in China and the U.S., and understanding its mortality trends and features are therefore of great significance. This study investigated the long-term trends in COPD mortality in China and the U.S. and explored the age, period, and cohort effects on COPD mortality independently by sex using the IE method of the APC model. Findings from this study could provide theoretical support for the prevention of COPD in the future.

Age effects reflect the impact of physiological changes caused by aging and accumulated exposure to risk factors on COPD mortality. After adjusting for period and cohort effects, the RRs of COPD mortality increased exponentially with age in both China and the U.S. Physiological changes caused by aging result in a decline in immunity and lung function. Lung function plays an important role in the development of COPD \[[@B26-ijerph-16-01529],[@B27-ijerph-16-01529]\]. Previous studies have suggested that lung function peaks at the young life stages and begins to decline at the age of 25 \[[@B28-ijerph-16-01529]\]. The decline in immunity makes elder people more vulnerable to air pollution and increases the risk of death from COPD \[[@B29-ijerph-16-01529]\]. The accumulation of exposure to risk factors in the elderly population has been proven to be associated with the development of COPD \[[@B30-ijerph-16-01529],[@B31-ijerph-16-01529]\]. In addition, the limitation in activity in older people increases the difficulty of providing COPD treatment, therefore increasing the risk of COPD mortality. According to estimations by the United Nations, demographic aging in China and the U.S. will be more serious in the future. In 2017, the proportion of people over 60 years in China and the U.S. was 16.2% and 21.5%, respectively. This is expected to increase to 25.1% and 25.9% by 2030 and to 35.1% and 27.8% by 2050 \[[@B32-ijerph-16-01529]\]. The burden of COPD mortality can be expected to become more serious in the future, and we need to therefore pay more attention to the prevention of COPD.

Period effects represent changes in medical technology, economics, and culture that are unique to a particular period. From 1992 to 2017, the period RRs of COPD mortality increased in the U.S. but decreased in China. Before analyzing period effects on COPD mortality, we should have confirmed the impact of the revision of ICD on this research. However, previous studies have proven that the change from ICD-9 to ICD-10 had no substantial impact on the study of long-term trends in COPD mortality \[[@B33-ijerph-16-01529]\].

The increased period RRs in the U.S. over the past 25 years were mainly attributable to the increased smoking prevalence in the 1960s. Tobacco smoking has long served as the most important risk factor for COPD in the U.S. \[[@B34-ijerph-16-01529]\]. In the early 20th century, the smoking prevalence in the U.S. increased rapidly due to the promotion of cigarettes by mass media and improvements in large-scale tobacco production as well as the liberalization of female roles \[[@B35-ijerph-16-01529]\]. Smoking prevalence peaked in the 1940s and 1950s for males in the U.S., while it peaked in the 1960s for females \[[@B36-ijerph-16-01529]\]. Several studies have suggested that tobacco smoking holds long lag effects on COPD death \[[@B16-ijerph-16-01529],[@B37-ijerph-16-01529]\]. Increased smoking prevalence before 1965 played a big contribution to the increased period RRs of COPD mortality in this study, which is consistent with several studies looking at the trends in COPD mortality in the U.S. \[[@B16-ijerph-16-01529],[@B38-ijerph-16-01529]\] In 1964, a landmark report by the Surgeon General's Advisory Committee on Smoking and Health was published \[[@B39-ijerph-16-01529]\], and the smoking prevalence in the U.S. declined continuously in the later decades. In 1965, the smoking prevalence in U.S. adults was 42.4%, but this had decreased to 14.0% by 2017. The proportion of ever-smokers who have quit has also increased \[[@B40-ijerph-16-01529]\]. In view of the lagged effects of tobacco smoking on COPD death, we can expect that the risk of COPD mortality will decline within the next decades. Tobacco smoking is also an important risk factor for COPD in China \[[@B15-ijerph-16-01529]\]. Due to the limitations in accessing data, we were unable to track the smoking prevalence in China before 1984. However, data after this date is available. National Health Service Surveys show that the smoking prevalence in China had a slight upward trend from 33.88% in 1984 to 35.3% in 1996 \[[@B41-ijerph-16-01529],[@B42-ijerph-16-01529]\]. It declined to 26.0% in 2003 but changed only slightly to 25.2% in 2013 \[[@B43-ijerph-16-01529],[@B44-ijerph-16-01529]\]. The database of the World Bank shows the smoking prevalence in China was 25.6% in 2016 \[[@B45-ijerph-16-01529]\]. Considering the lagged effects of tobacco smoking on COPD mortality, the health burden of COPD caused by tobacco smoking is likely to increase first in the near future, then decline for a period, and finally maintain a stable level. However, the continued high smoking prevalence in China deserves more attention. Compared with the U.S., the smoking prevalence in China can be greatly reduced. Considering the fact that China is the country with the largest number of active smokers in the world \[[@B46-ijerph-16-01529]\] and taking into account the huge impact of tobacco smoking on COPD mortality, reducing tobacco consumption may be the most effective and feasible measure to prevent COPD in China. It must be noted that a substantial number of COPD patients in both China and the U.S. have never smoked \[[@B47-ijerph-16-01529],[@B48-ijerph-16-01529]\]. However, there have been limited studies on the trend in COPD patients who have never smoked. With improving smoking behavior in both China and the U.S., further research on COPD in nonsmokers is urgently needed.

Change in the definition of COPD is also a source of the upward trend in period RRs in the U.S. Historically, COPD was defined by the presence of certain symptoms, such as cough and sputum production, based on self-reported data. This led to potential underdiagnosis in elderly people and patients with mild COPD \[[@B34-ijerph-16-01529],[@B49-ijerph-16-01529],[@B50-ijerph-16-01529]\]. The Global Initiative for Chronic Obstructive Lung Disease (GOLD) in 2002 allowed doctors to diagnose COPD based on pulmonary function tests so that COPD patients could be diagnosed more accurately \[[@B51-ijerph-16-01529]\]. There was a large number of undiagnosed patients with COPD in the U.S. based on the original COPD definition \[[@B49-ijerph-16-01529],[@B52-ijerph-16-01529]\], and the estimates of COPD prevalence based on pulmonary function tests may be as much as double the estimates based on self-reported data in the U.S. \[[@B50-ijerph-16-01529],[@B53-ijerph-16-01529]\]. Improvements in the COPD diagnostic method, such as spirometric screening, lung diffusion capacity test, chest radiograph, and arterial blood gas test, have also helped to diagnose COPD patients more accurately \[[@B10-ijerph-16-01529],[@B50-ijerph-16-01529],[@B54-ijerph-16-01529]\]. In China, the change in the definition of COPD also affected a lot of undiagnosed patients with COPD, with the estimates of COPD prevalence based on pulmonary function tests as much as triple the estimates based on self-reported data \[[@B55-ijerph-16-01529]\]. However, under the influence of improved medical technology and more accessible health services as well as reduced air pollution, period RRs in China declined from 1992 to 2017.

Improvements in medical technology and more accessible health services contributed a lot to decreased period RRs of COPD mortality in China in the past 25 years, which is consistent with the finding of another study conducted by Yin et al. \[[@B15-ijerph-16-01529]\]. Improved treatment, for example, roflumilast and salmeterol/fluticasone propionate, also facilitated reduced mortality in Chinese COPD patients \[[@B56-ijerph-16-01529],[@B57-ijerph-16-01529]\]. Reforms in the Chinese healthcare system has enabled more people to benefit from improved medical technology. In China, the Basic Social Medical Insurance for Urban Employees started in 1998, the New Rural Cooperative Medical Insurance Scheme was launched in 2003, and the Basic Social Medical Insurance for Urban Residents started in 2007 \[[@B58-ijerph-16-01529]\]. These social medical insurance schemes can cover at least 90% of Chinese, enabling more Chinese COPD patients to afford treatment. In 2006, the Chinese government published the "State Council Guidance on Development Urban Community Health Services", which greatly promoted community-based primary care in China and reduced the risk of death from COPD \[[@B59-ijerph-16-01529]\]. With the reformation of medical education in China, there are more and better healthcare professionals to help patients with COPD \[[@B60-ijerph-16-01529]\]. Moreover, the rapid urbanization process (the urban population increased from 26.4% in 1990 to over 50% in 2011 \[[@B61-ijerph-16-01529]\]) has helped health services become more accessible.

Air pollution, both indoor and outdoor, is an important risk factor for COPD in China \[[@B62-ijerph-16-01529],[@B63-ijerph-16-01529]\]. Indoor air pollution from domestic biomass combustion is considered to be the most important risk factor for COPD in developing countries \[[@B64-ijerph-16-01529]\]. In order to reduce indoor air pollution in China, many measures have been taken to improve the stove \[[@B65-ijerph-16-01529]\]. With rapid urbanization and economic development, cleaner energy sources, such as natural gas and electricity, have become more affordable and accessible \[[@B66-ijerph-16-01529]\]. Previous research has shown that indoor air pollution in China has declined since 2000 \[[@B67-ijerph-16-01529],[@B68-ijerph-16-01529]\]. With the implementation of measures such as the construction of a natural gas pipeline network and coverage of terminal power grid in rural areas, indoor air pollution in China can be expected to decline in the future \[[@B69-ijerph-16-01529]\]. Outdoor air pollution, such as SO2, NO2, PM10, PM2.5, etc., is also an important risk factor for COPD in China. The Chinese government has implemented a number of measures to reduce PM10 and SO2, including more rigorous PM emission standard for power plants \[[@B70-ijerph-16-01529]\] and the application of fabric filters and electrostatic precipitators in large factories \[[@B71-ijerph-16-01529]\]. Under the influence of the above measures, SO2 and PM10 have decreased in the past 20 years \[[@B72-ijerph-16-01529],[@B73-ijerph-16-01529]\], which has effectively reduced the risk of COPD mortality in China. However, due to the industrialization process and the increase in motor vehicles as a result of economic development in China, PM2.5 and NO2 have shown a significant upward trend in the last two decades \[[@B73-ijerph-16-01529],[@B74-ijerph-16-01529],[@B75-ijerph-16-01529]\]. We need to focus more attention on the reduction of NO2 and PM2.5 to prevent COPD in the future. As for the U.S., air pollution has declined only slightly there in the past two decades \[[@B76-ijerph-16-01529],[@B77-ijerph-16-01529]\]. However, due to the huge impact of the rapidly increased smoking prevalence in the U.S. before 1965, the period RRs in the U.S. increased from 1992 to 2017.

Cohort effects represent early life exposure to socioeconomic, behavioral, and environmental factors. Economic development, and the related environmental and cultural changes, may be the main reasons for the downward trends in cohort RRs in China and the U.S. Previous studies have shown that environmental factors in the uterus and early childhood have far-reaching impact on the development of lung function \[[@B78-ijerph-16-01529]\]. Therefore, better maternal and perinatal health care as well as improvements in early childhood environment will contribute to reduced risk of death from COPD in adulthood. In addition, a better childhood environment is associated with less exposure to infections in early life and reduced risk of COPD in adulthood \[[@B79-ijerph-16-01529]\]. The promotion of education has also been thought to reduce COPD mortality \[[@B80-ijerph-16-01529]\], notably in China \[[@B81-ijerph-16-01529]\]. In later generations, better nutrition and better awareness of COPD-related knowledge may therefore also play an important role in reducing COPD mortality.

The slowdown in the downward trends in cohort RRs in China and the U.S. can be attributed to different reasons. In the U.S., the downward trend in cohort RRs slowed down in cohorts 1953--1957 and 1958--1962. In the context of the Cold War, the U.S. suffered an economic crisis in 1953, which led to a rapid decline in per capita income. The Vietnam War began in 1955 and involved a large number of U.S. personnel and state finances. These factors increased the risk of death in the U.S., including the risk of death from COPD. In China, the downward trend in cohort RRs slowed down on two nodes: cohort 1948--1952 and 1963--1967. For the cohort 1948--1952, the deceleration was mainly caused by the Liberation War and natural disaster. Air pollution caused by industrial development also increased the risk of COPD for this generation. The cohort 1963--1967 was affected by the Cultural Revolution and major economic systems, such as "the People's Commune Movement" and "the Great Leap Forward". They grew up in an environment of underdeveloped economy and poor nutrition, which increased the risk of death, including the risk of death from COPD.

This study still has some limitations. First, the problem of integrity and accuracy of COPD mortality data may lead to bias to some extent. Although GBD 2017 has undergone many corrections and adjustment steps to enhance data comparability, including mapping across different revisions and national variants of ICD as well as redistribution of deaths assigned to causes through garbage code redistribution, it is still difficult to thoroughly avoid bias. Second, the APC framework uses the population as a unit of observation and analysis, which may cause ecological fallacy. Therefore, the relevant hypotheses proposed in this study need to be further confirmed in future individualized research.

5. Conclusions {#sec5-ijerph-16-01529}
==============

This study investigated the long-term trends in COPD mortality in China and the U.S. from 1992 to 2017 using the IE method of the APC model. From 1992 to 2017, the RRs of COPD mortality increased continuously in the U.S., while they decreased continuously in China. The increased RRs of COPD mortality in the U.S. were mainly attributable to the increased smoking prevalence before 1965, while the decreased RRs of COPD mortality in China were mainly attributable to improvements in medical technology and more accessible health services as well as reduced air pollution. Reducing tobacco consumption may be the most effective and feasible way to prevent COPD in China. However, with the improving smoking behavior in China and the U.S., we also need to pay more attention to COPD in nonsmokers in the future.
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APC model analysis results of COPD mortality in China, 1992--2017.

  Variables    Male                   Female                                                                      
  ------------ ---------------------- ---------------------- ------ ---------------------- ---------------------- ------
  Intercept    4.47 (4.36, 4.58)                             0.00   3.99 (3.84, 4.15)                             0.00
  Age                                                                                                             
  40--44       −2.03 (−2.27, −1.79)   1.00                   0.00   −2.01 (−2.30, −1.72)   1.00                   0.00
  45--49       −1.62 (−1.81, −1.44)   1.50 (1.58, 1.42)      0.00   −1.52 (−1.74, −1.30)   1.63 (1.75, 1.52)      0.00
  50--54       −1.01 (−1.16, −0.87)   2.76 (3.04, 2.50)      0.00   −1.02 (−1.19, −0.85)   2.69 (3.03, 2.39)      0.00
  55--59       −0.46 (−0.57, −0.36)   4.80 (5.48, 4.20)      0.00   −0.53 (−0.66, −0.40)   4.39 (5.15, 3.75)      0.00
  60--64       0.34 (0.26, 0.41)      10.68 (12.60, 9.04)    0.00   0.27 (0.18, 0.37)      9.78 (11.99, 8.05)     0.00
  65--69       0.92 (0.86, 0.98)      19.11 (22.86, 15.98)   0.00   0.89 (0.81, 0.97)      18.17 (22.48, 14.66)   0.00
  70--74       1.70 (1.64, 1.76)      41.75 (49.88, 34.95)   0.00   1.68 (1.59, 1.76)      40.04 (49.11, 32.39)   0.00
  75--79       2.17 (2.09, 2.25)      66.79 (78.54, 56.79)   0.00   2.24 (2.13, 2.35)      70.09 (84.28, 58.23)   0.00
  Period                                                                                                          
  1992         0.38 (0.30, 0.45)      1.00                   0.00   0.57 (0.48, 0.67)      1.00                   0.00
  1997         0.23 (0.18, 0.28)      0.87 (0.89, 0.85)      0.00   0.37 (0.31, 0.44)      0.82 (0.84, 0.79)      0.00
  2002         0.07 (0.03, 0.11)      0.74 (0.76, 0.71)      0.00   0.11 (0.07, 0.16)      0.63 (0.66, 0.60)      0.00
  2007         −0.18 (−0.22, −0.13)   0.57 (0.59, 0.56)      0.00   −0.24 (−0.30, −0.18)   0.44 (0.46, 0.43)      0.00
  2012         −0.26 (−0.32, −0.21)   0.53 (0.53, 0.52)      0.00   −0.39 (−0.47, −0.31)   0.38 (0.39, 0.37)      0.00
  2017         −0.24 (−0.32, −0.16)   0.54 (0.54, 0.54)      0.00   −0.42 (−0.53, −0.32)   0.37 (0.37, 0.37)      0.00
  Cohort                                                                                                          
  1913--1917   0.65 (0.53, 0.77)      1.00                   0.00   0.68 (0.52, 0.84)      1.00                   0.00
  1918--1922   0.65 (0.55, 0.75)      1.00 (1.02, 0.98)      0.00   0.66 (0.52, 0.79)      0.98 (1.00, 0.95)      0.00
  1923--1927   0.64 (0.55, 0.74)      0.99 (1.02, 0.97)      0.00   0.60 (0.48, 0.73)      0.92 (0.95, 0.89)      0.00
  1928--1932   0.54 (0.45, 0.64)      0.90 (0.92, 0.87)      0.00   0.53 (0.40, 0.65)      0.86 (0.88, 0.83)      0.00
  1933--1937   0.43 (0.32, 0.53)      0.80 (0.82, 0.79)      0.00   0.43 (0.29, 0.57)      0.78 (0.79, 0.76)      0.00
  1938--1942   0.25 (0.13, 0.36)      0.67 (0.67, 0.66)      0.00   0.29 (0.13, 0.44)      0.68 (0.68, 0.67)      0.00
  1943--1947   0.08 (−0.06, 0.22)     0.57 (0.56, 0.57)      0.26   0.13 (−0.06, 0.31)     0.58 (0.56, 0.59)      0.18
  1948--1952   0.04 (−0.13, 0.20)     0.54 (0.52, 0.57)      0.65   0.06 (−0.16, 0.28)     0.54 (0.51, 0.57)      0.59
  1953--1957   −0.20 (−0.40, 0.01)    0.43 (0.39, 0.47)      0.06   −0.19 (−0.47, 0.08)    0.42 (0.37, 0.47)      0.17
  1958--1962   −0.54 (−0.82, −0.26)   0.30 (0.26, 0.36)      0.00   −0.56 (−0.94, −0.18)   0.29 (0.23, 0.36)      0.00
  1963--1967   −0.51 (−0.86, −0.16)   0.31 (0.25, 0.40)      0.00   −0.55 (−1.03, −0.08)   0.29 (0.21, 0.40)      0.02
  1968--1972   −0.82 (−1.32, −0.31)   0.23 (0.16, 0.34)      0.00   −0.86 (−1.55, −0.17)   0.21 (0.13, 0.36)      0.02
  1973--1977   −1.22 (−2.34, −0.10)   0.15 (0.06, 0.42)      0.03   −1.20 (−2.73, 0.32)    0.15 (0.04, 0.60)      0.12
  AIC          7.67                   7.04                                                                        
  BIC          −78.85                 −86.69                                                                      
  Deviance     14.06                  6.21                                                                        
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###### 

APC model analysis results of COPD mortality in the U.S., 1992--2017.

  Variables    Male                   Female                                                                       
  ------------ ---------------------- ---------------------- ------ ---------------------- ----------------------- ------
  Intercept    3.66 (3.52,3.79)                              0.00   3.39 (3.25,3.53)                               0.00
  Age                                                                                                              
  40--44       −2.50 (−3.00, −2.00)   1.00                   0.00   −2.47 (−3.04, −1.91)   1.00                    0.00
  45--49       −1.68 (−1.99, −1.36)   2.27 (2.75, 1.90)      0.00   −1.59 (−1.94, −1.24)   2.42 (1.95, 3.00)       0.00
  50--54       −0.85 (−1.08, −0.62)   5.21 (6.82, 3.97)      0.00   −0.73 (−0.99, −0.48)   5.68 (4.18, 7.77)       0.00
  55--59       −0.09 (−0.26, 0.09)    11.13 (15.49, 8.08)    0.32   −0.04 (−0.23, 0.16)    11.40 (7.92,16.61)      0.71
  60--64       0.58 (0.44, 0.71)      21.76 (31.19, 15.03)   0.00   0.57 (0.42, 0.71)      20.82 (13.74, 31.82)    0.00
  65--69       1.11 (1.00, 1.21)      36.97 (54.60, 24.78)   0.00   1.06 (0.94, 1.17)      34.08 (21.76, 53.52)    0.00
  70--74       1.55 (1.45, 1.64)      57.40 (85.63, 38.09)   0.00   1.46 (1.36, 1.56)      50.73 (32.14, 81.45)    0.00
  75--79       1.89 (1.79, 1.99)      80.64 (120.3, 54.05)   0.00   1.75 (1.65, 1.85)      68.07 (42.95, 108.85)   0.00
  Period                                                                                                           
  1992         −0.27 (−0.39, −0.15)   1.00                   0.00   −0.46 (−0.59, −0.32)   1.00                    0.00
  1997         −0.15 (−0.23, −0.06)   1.13 (1.17, 1.09)      0.00   −0.22 (−0.32, −0.12)   1.26 (1.22, 1.31)       0.00
  2002         −0.02 (−0.08, 0.05)    1.28 (1.36, 1.22)      0.64   −0.02 (−0.10, 0.06)    1.55 (1.46, 1.63)       0.65
  2007         0.04 (−0.03, 0.11)     1.36 (1.43, 1.30)      0.26   0.09 (0.01, 0.17)      1.73 (1.63, 1.82)       0.02
  2012         0.13 (0.04, 0.22)      1.49 (1.54, 1.45)      0.00   0.23 (0.13, 0.32)      1.98 (1.90, 2.05)       0.00
  2017         0.26 (0.15, 0.37)      1.70 (1.72, 1.68)      0.00   0.37 (0.25, 0.49)      2.29 (2.25, 2.32)       0.00
  Cohort                                                                                                           
  1913--1917   0.80 (0.62, 0.98)      1.00                   0.00   0.64 (0.43, 0.84)      1.00                    0.00
  1918--1922   0.66 (0.52, 0.81)      0.87 (0.90, 0.84)      0.00   0.61 (0.44, 0.77)      0.97 (0.93, 1.01)       0.00
  1923--1927   0.55 (0.42, 0.67)      0.78 (0.82, 0.73)      0.00   0.54 (0.39, 0.68)      0.90 (0.85, 0.96)       0.00
  1928--1932   0.40 (0.28, 0.53)      0.67 (0.71, 0.64)      0.00   0.43 (0.30, 0.57)      0.82 (0.76, 0.88)       0.00
  1933--1937   0.24 (0.10, 0.37)      0.57 (0.59, 0.54)      0.00   0.30 (0.15, 0.45)      0.72 (0.68, 0.76)       0.00
  1938--1942   0.08 (−0.06, 0.23)     0.49 (0.51, 0.47)      0.27   0.14 (−0.02, 0.30)     0.61 (0.58, 0.64)       0.09
  1943--1947   −0.07 (−0.25, 0.11)    0.42 (0.42, 0.42)      0.48   −0.03 (−0.23, 0.16)    0.51 (0.51, 0.52)       0.75
  1948--952    −0.21 (−0.43, 0.01)    0.36 (0.35, 0.38)      0.06   −0.25 (−0.49, −0.01)   0.41 (0.43, 0.40)       0.04
  1953−1957    −0.26 (−0.52, 0.01)    0.35 (0.32, 0.38)      0.06   −0.34 (−0.62, −0.05)   0.38 (0.41, 0.35)       0.02
  1958−1962    −0.32 (−0.64, 0.01)    0.33 (0.28, 0.38)      0.06   −0.32 (−0.66, 0.02)    0.38 (0.44, 0.34)       0.07
  1963−1967    −0.46 (−0.88, −0.03)   0.28 (0.22, 0.36)      0.04   −0.39 (−0.83, 0.04)    0.36 (0.45, 0.28)       0.08
  1968−1972    −0.67 (−1.31, −0.04)   0.23 (0.15, 0.36)      0.04   −0.58 (−1.22, 0.06)    0.30 (0.46, 0.19)       0.08
  1973−1977    −0.76 (−2.14, 0.62)    0.21 (0.06, 0.70)      0.28   −0.74 (−2.21, 0.72)    0.25 (0.89, 0.07)       0.32
  AIC          6.51                   6.26                                                                         
  BIC          −92.21                 −92.00                                                                       
  Deviance     0.70                   0.91                                                                         
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Age-specific COPD mortality rate for (**a**) Chinese males, (**b**) Chinese females, (**c**) U.S. males, and (**d**) U.S. females from 1992 to 2017.
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